the left of the middle line. In 1917 a bald patch developed on the right side of her scalp, followed by several smaller patches on the parting of the hair and scattered on other parts of the head, which now present the usual characters of pseudopelade.
I should like the opinion of the members as to the value of treatment in this condition, and whether there is any hope of stopping the gradual extension of the cicatricial patches.
The PRESIDENT: I feel certain there is more than one disease included under the term "pseudopelade " or "cicatricial alopecia." In one type the skin is shiny and obviously scarred where the hair has fallen out. In the other, to which this case belongs, the skin is not obviously atrophic. This, of course, is not alopecia areata in the ordinary sense of the term, though the skin shows the ordinary markings, and there is no obvious scarring. The first I hold to be a curious localization of sclerodermia. In his long article on the subject, in which he said it was not a sclerodermia, Brocq did mention at least one case in which the patient had sclerodermia elsewhere, a fact which, I think, weakens his position. This type, I think, is more probably an infective condition. With regard to treatment, I would hesitate to promise anything, but four years ago I had the case of a nephew of a colleague with, apparently, the same disease as this. He lost his hair in patches, and on pulling out hairs at the edge of a patch he saw the characteristic gelatinous sheath, as in this ca,se, and I gave a hopeless prognosis. But I said we .could try antiseptics, and I rubbed in a strong combination of benzoic and salicylic acids in an ointment. After the application it stopped dead, and never relapsed. I do not know whether it stopped because of the antiseptic, or whether it was merely a coincidence. I instructed him to pull the hair gently, so that the loose ones came,out, and the others did not; then that the ointment should be rubbed in so as to fill the empty follicles. I have seen him several times since. He still has the original bald patches. I used a dr. benzoic acid, 20 gr. salicylic acid, to which is added an ounce of cocoanut oil and soft paraffin, this composition being an excellent vehicle for introduction of the drug by rubbing in.
Case of Multiple Infective Lymphangio-endotheliomata.
THE patient is a woman, aged 41. Eight years ago I saw her for the first time, and once only, for a fungating growth about the right big toe, with a history that two years previously a dark mahoganycoloured mole, about the!size of a split pea, had begun to get larger and warty, and had been steadily getting larger and larger. When I saw her then, there was a large raised fungating mass, irregular and ulcerating, occupying the whole of the right big toe. There was induration of the borders. The corresponding femoral glands close up to the groin were enlarged and hard. My diagnosis was melanoepithelioma (navo-carcinoma), and I recommended immediate removal of the toe, growth and glands. Subsequently I heard from the patient's doctor, Dr. Cruden, of Cricklewood, that Mr. Fairbank had operated on her. " A small portion of the growth was previously removed and found to be epithelial in nature. The toe was completely removed and all the glands in the femoral and groin region. On microscopic examination, the growth was found to consist of epithelial downgrowth, and the cells in parts contained pigment. The glands were apparently slightly infected by growth." I saw no more of the patient until October 23 of this year, when she presented a dozen or more growths of the skin on the front of the right leg, as shown in the photograph. These growths varied from a pinhead and grain of wheat to a small cherry in size. The former were brownish in tint and somewhat gelatinous and translucent looking, just raised above the skin; whilst the larger ones were paler, softish to touch, and bled slightly on manipulation, and spontaneously. I removed a small growth, which was reported on by Dr. H. G. IIutterfield, as follows:
" The specimen consists of a minute tumour in the skin, about the size of a grain of wheat. On section it is seen to consist of masses of cells of an endothelial character, containing septa of fibrous tissue, with which prolongations of the stratified squamous epithelium of the skin run a varying depth. These prolongations are very thin and drawn out in places, and approach the cells of the tumour mass very closely, but the latter have no characters which suggest that they take their origin from the skin epithelium proper or any of the glands connected with it. The cells of the tumour mass vary in definition of outline, and to a slight extent in size and shape. The nuclei are well marked and deeply stained. Double nucleoli are common. The vessels vary in character from quite well-formed capillaries to mere spaces in which red blood corpuscles can be seen. On the whole the appearances suggest an endothelioma, which has had its origin in the perivascular lymphatics of some minute vessel of the skin. Nothing was seen in the course of the examination suggestive of an epithelioma of the ordinary type." I may add that the epidermis was flattened, and very thin in parts, over the small growth, which below was well delimited by corium tissue. The cells were not of the plasma-cell type, and in old days would have been described as round-cell sarcoma. There was no trace of pigmented cells in the sections.
That the growths are infective is obvious from the fact that minute growths are appearing in the neighbourhood. By infective I mean that the present growths are leading to fresh foci of infection in the neighbouring Dr. Pernet's case of multiple infective endotheliomata of the skin. skin-i.e., cellular infection. That they are malignant is undoubted.
As to treatment, taking the case as a whole, removal by operation is indicated. I do not care to advise amputation in such a case. Perhaps one might try radium or X-rays, but that would be losing time. The seat of the original operation appears to be perfectly right, as also the scar where the glands were removed.
The case is a very unusual one, and in my experience I may say I have never seen anything of the kind before. Occasionally there has been some swelling of the leg since the big toe was removed, but this can be explained by the absence of the femoral glands.
DISCUSSION.
Dr. MACLEOD: This case is extremely interesting, because Dr. Pernet said in the first instance the patient had melanotic epithelioma, for which her toe was removed, aud now there is a growth which is mesoblastic. I suggest that there are a certain number of those melanotic naevi which, apparently, do not originate in the epidermis, but in the corium. Such a case occurred in one of my own colleagues, and I removed the growth, and felt certain it was a connective tissue naevus. I do not think the cells in the section exhibited are plasma cells.
Dr. MACCORMAC: I have only had opportun'ity for making a very short examination of the sections under the microscope. It seems to me, nevertheless, that the structure of the neoplasm conforms much more closely to a sarcoma than to a pigmentary carcinoma. The PRESIDENT: I draw attention to two facts. This section is one of metastatic growth. In metastatic growths it is' impossible, in some cases, to determine whether it was originally carcinomatous or sarcomatous. For a moment I thought there were here ill-formed plasma cells, but I do not think so now; I think it is secondary naevo-carcinoma. We had a case at King's College Hospital which was diagnosed as multiple lymphomatosis of the skin. It was under the care of a physician. I was certain it was not that, and we had a nodule cut, and the section was universally diagnosed as sarcoma. The patient eventually died, and then it was found that every gland in the body and all the lumps in the skin 'were of the same variety, and all secondary to prostatic carcinoma, with epitheliomatous involvemient of the glands. Naevo-carcinomatous masses when segregated are impossible to diagnose. For years it was called melanotic sarcoma, and the original nwvus was discussed by Recklinghausen, who called it lymphangioma-endothelioma. Possibly Dr. MacLeod's contention is right, that either we are altogether wrong, or we have thrown too many tumours into one class. I think that if a primary growth is removed and a secondary growth appears at some distance off, and at some time later, it is impossible to diagnose it. I have sections which Dr. Bulloch, of the London Hospital, gave me, taken from a child who came to hospital because of a new growth of the toe, which was clearly carcinoma, not a congenital condition. It arose from sebaceous glands, and is the only tumour of the kind I have seen which formed regular sebaceous glands in the carcinomatous process. That was removed, and a few weeks afterwards, little nodules somewhat like these appeared up the leg, and the child died of general carcinomatosis. I have only sections of the secondary nodules now, and I defy anybody to say whether they are sarcoma or carcinoma. I think that in this case they are late metastases, little deposits of malignant disease which have taken on activity. For that reason I doubt whether X-rays will do any good, as they probably would if the condition were sarcoma. I think the only possible treatment is to remove that piece of skin, because it is too late at this stage to talk of amputation if she has already had pigmentary cells in the glands of the thigh. She must be given the chance that she has only a few ' rests" left in the skin.
Dr. H. G. ADAMSON: I should have no hesitation in saying that the section shows the appearances of a typical carcinoma, and that this represents a secondary cancerous deposit along the lymphatics. THE patient is a well-nourished girl, aged 21, who is suffering fromn a large number of lesions, which I took at first to be of the scrofulous gumma type. They are situated on the legs, feet, arms, back, and shoulders, there being between thirty and forty of them present, and they consist chiefly of depressed scars that have resulted from the breaking down of nodules varying in size from a cherry to a walnut. The affection began two and a half years ago, and was first noticed as a hard raised white swelling on the outer side of the right leg, which some weeks later softened, broke and discharged a thick green pus. For five months new lesions kept on appearing and took from a few weeks to a couple of months before they softened and discharged. One lesion on the leg resembled erythema induratum, but the others were more rapid and acute in their evolution than the lesions in that disease usually are. The resultant scar is depressed, thin, wrinkled, and slightly pigmented, but there is no surrounding halo of pigmentation such as is so often seen in erythema induratum. For about a year only an odd lesion or two appeared, but recently their appearance has been more frequent. The patient was admitted into Charing Cross Hospital on October 21, 1919, and since then four new lesions have developed.
The patient gives a history of having had " peritonitis " a year before the first lesion appeared, but otherwise her general health has been good. There is a history of tuberculosis on the maternal side, but
